A large portion of the lung may be thus contracted and the chest wall in consequence flattened and sunken.
In some cases the cancerous tumour pushes the lung outwards and backwards against the vertebral column and posterior part of the thorax; it spreads the lung over it, and in this way the air, being by degrees forced out of the air-cells, the lung becomes partially or entirely collapsed; it then looks like and lies in the same position as a lung compressed by pleuritic effusion. The heart may, at the same time, be displaced to the opposite side, as it is by pleuritic effusion, and the liver or spleen may be pushed downwards.
In the majority of cases the cancerous growth is situated near the root of the one lung, but a portion of it frequently extends across to the root of the opposite lung; the latter is, however, generally much less involved.
Instead of beginning, as above described, the cancer may originate in the upper part of the thorax. It may apparently commence in or about the oesophagus; in such cases there is not unfrequently cancerous ulceration of the cesophagus, and the growth as it increases extends into the apex of the lung; it may press upon the trachea, on the recurrent laryngeal nerve also, and even on the subclavian or other arteries. In studying cases of this disease, however, it is found that the symptoms as well as the physical signs vary according to the position of the growth and the direction in which it extends. Experience has shown that the initiatory symptoms may be connected with the trachea, and more frequently with the bronchi, with the pleura, with the venous side of the heart, with the oesophagus, with the recurrent laryngeal nerve, or even with the spinal canal; but as the growth extends several of the parts mentioned may become involved simultaneously; the symptoms and physical signs increase, and vary accordingly.
It has been already noticed when referring to the morbid anatomy Reviews. [April, of the disease that cancer may begin in different parts of the thorax. Most frequently it begins about the root of the lung and it makes its way into the lung substance compressing and obstructing the bronchus or one of its primary divisions, and in this way diminishes the quantity of air entering the lung. If the patient be seen early very tubular breathing indicating pressure on the bronchus may be heard over the region of the root of the lung, and perhaps there is dulness and feeble respiratory sounds over a portion of the side. Or there may be dulness in the lower part of one lung, feeble respiration and diminished tactile vocal fremitus.
These signs as the disease advances may increase more and more; the dulness rising higher and higher until nearly the whole of one side of the chest is absolutely dull; until no respiratory murmur is heard and no tactile vocal fremitus is felt. The size of the diseased half of the chest may be either natural, increased or diminished.
These symptoms and physical signs, dulness, loss of respiration and of tactile vocal fremitus, rising as it were from below upwards, resemble those of pleuritic effusion; but, unlike what is seen in the latter condition, the heart in some cases is not displaced. The patient may at the same time have little cough, scarcely any expectoration, and the breathing until shortly before death may not be troublesome excepting on exertion.
In some cases, the dulness and feeble respiration are found first over the upper part of the lung, and thence descend until the region over the entire lung grows dull, as has been just described.
In other instances there may be a still greater resemblance to pleuritic effusion. We allude to cases in which there is no effusion into the pleural cavity, but a cancerous growth pushing the lung backwards and inwards to the posterior part of the chest and against the vertebra?. The material might be arranged in a more systematic form. We must conclude, however, by saying we have read this book with benefit and pleasure.
